The relationship between the condition of spontaneous subconjunctival haemorrhage (SCH) and hypertension was investigated. Seventy eight patients with SCH and 78 controls with unrelated ophthalmic conditions were compared. Blood pressure (BP) was significantly higher at presentation in the group with SCH at 149 (SD 27)/89 (SD 15) versus 142 (SD 25)/81 (SD 12). The proportion of hypertensives by WHO criteria (systolic blood pressure >160 and/or diastolic blood pressure >95) was 46% on presentation compared with 23% of the control group. The morphology of the lesion did not influence the association with hypertension although there was a suggestion that the group with raised haemorrhages had a tendency to higher systolic blood pressure. It is recommended that all patients with SCH have their BP checked; this will result in the diagnosis of a significant number of new hypertensives.
Abstract
The relationship between the condition of spontaneous subconjunctival haemorrhage (SCH) and hypertension was investigated. Seventy eight patients with SCH and 78 controls with unrelated ophthalmic conditions were compared. Blood pressure (BP) was significantly higher at presentation in the group with SCH at 149 (SD 27)/89 (SD 15) versus 142 (SD 25)/81 (SD 12) . The proportion of hypertensives by WHO criteria (systolic blood pressure >160 and/or diastolic blood pressure >95) was 46% on presentation compared with 23% of the control group. The morphology of the lesion did not influence the association with hypertension although there was a suggestion that the group with raised haemorrhages had a tendency to Seventy eight patients presenting with spon- 
MORPHOLOGY OF SUBCONJUNCTIVAL HAEMORRHAGE
The examining ophthalmologist was asked to state whether the haemorrhage was flat or raised and whether it was bright or dark. There was found to be a mean systolic blood pressure of 145 (SD 27) (n=54) in the patients with a flat haemorrhage compared with 157 (SD 25) (n=24) for the patients with a raised haemorrhage. These results suggest that a raised haemorrhage is more likely to be suggestive of hypertension but the results do not reach statistical significance (p=0 079). The diastolic means were very close (88 for flat versus 92 for raised). There was no correlation between BP and whether the haemorrhage was bright or dark.
Discussion
Subconjunctival haemorrhage may present to the ophthalmologist, the general practitioner or, occasionally, to the hospital physician. Some authors recommend further investigation of these patients57 while others suggest that reassurance alone is required.'' " This study confirms that BP is higher in SCH than in a control group and that there is a high incidence of hypertension in patients with SCH referring themselves to the ophthalmologist which persists on subsequent assessment. This holds true even when the patient attributes the haemorrhage to eye rubbing or to a straining manoeuvre and whether or not the fundus shows early hypertensive changes. The appearance of the haemorrhage was a poor guide to the existence of hypertension with the exception that a raised haemorrhage is associated with a higher mean systolic blood pressure.
The BP recording at the time of presentation may be influenced by a number of factors including observer variability in measurement, anxiety, and the age of the patient. Observer variability in the initial reading seems to be a minor factor since there was a close correlation between first and subsequent (automated) blood pressure measurements. The controlled nature of this study should largely eliminate major influences occasioned by age and anxiety (with the caveat that SCH is an alarming condition, which may explain why the mean blood pressure fell by 7/6 mm Hg by the second visit and the proportion of hypertensives by WHO criteria fell from 46% to 36%).
Our results support the historical view that hypertension may cause SCH but contrast with the published work of Canning"2 who found in a retrospective study that only seven of 100 patients with SCH were hypertensive. (The diagnostic criteria for hypertension were not defined however and an additional 32% of haemorrhages were attributed to eye rubbing or Valsalva manoeuvres.)
It is also stated in the literature that SCH can be a feature of diabetes.5 '1 In our study there was no significant difference in the prevalence of diabetes between SCH (10%) and controls (7%) and no new diabetics were diagnosed. The significant difference in fundus scores between SCH and controls is difficult to interpret given the subjective nature of this assessment but may indicate a trend towards arteriopathy in patients with SCH, as may the increased frequency of a family history of vascular disease.
Our patients however had a relatively young mean age (55 (SD 15) years) which, combined with the relative infrequency of manifest cardiovascular disease, suggests that this is a group in which treatment might well be successful in preventing future cardiovascular events. The high incidence of hypertension by established criteria suggests that hypertension may be an important aetiological factor in SCH and we would recommend that all patients with this condition have their BP checked and be referred to the general practitioner. This will result in the diagnosis of a significant number of new hypertensives by the ophthalmologist.
